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WAC 388-78A-2160 Tinplemendation of negotinted service agreement, The assisted living
facility must provide the eare and services as agreed upon in the nogotiated service
agreement to cach resident unless 2 deviation from the negotiated service agreement is
mutually agreed upon between the assisted lving facility and the resident or the resident's
representative at the time the care or services are scheduled.

‘ A - This requirement was not met as evidenced by:

£l Based on obseryalion, inlerview, imd record review the fucility fuiled to monitor und supervise
two of two residents (Resident #1 and Resident #2) with known behavioral issues, according to
the Negotiated Service Agreement (NSA) when Resident #1 bad an un-witnessed injury caused
by Resident #2 on 01/12/19. This failure resuited in physical harm (partial amputation of finger)
to Resident #1 and causcd psychological harm to the residents.

Findings included... ‘

Resident #1 moved into the facility Memory Care Umt-2017 due to cognitive decline.
Resident #1's most current NSA, dated 07/27/18, showed Resident #1, "wanders with cxit-
sccking behaviors" sinee moving to Memory Village: "[Resident #17 will check doorss of
apartments and cxits looking for an exit.” The NSA also showed that stalT were Lo monitor for
exit seeking behavior, provide reassurance that Resident #1 is safe, and provide redirection Lo
preferred aclivities when {his ocours.

Resident #1's "Tlealth Livaluation”, dated 07/27/18, stated that there had been a recent changg in
incdications or dosage levels, that the resident appeared agitated and combative with personal
care, The resident took medications that might increase the residen(’s level of conlusion, such as
psychotrapics (a class of drugs cupable ol afTecting the mind, emolions, and behavior) and
benzodiazepines (2 class of drugs that act as ranquilizers and ave commonly used in the
treatment of anxiety).
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Resident #2 moved into the facility's Memory Care Unit on-l 8. The NSA, dated 07/13/18,
showced Resident #2 experienced, "hallucinations/delusions, fmpuired decision-making skills,
and reality disorientation” and sometimes showed signs ol paranoia and impaired judgment.

: "[Resident #2] sometimes believed people are trying to poison ber . . . that people are stealing

* from her. . . and that "wild animals will attack her." When agitatcd, thc NSA showed, Resident

#2 will |also] rctreat to hor apartment. When agitated, Resident #2 “will ask you to icavc When
Residont #2 cxh:btled signs of paranoia and relreated to her room and staff were Lo provide
comfinl and reassure [reassurunce.]

Resident #2's “ITcalth livaluation”, dated 07/13/18, stated Resident #2 experienced frequent
insomuia, increased anxicty when agitated or exhibiting paranoid thinking, and impeired
judgment with a diagnosis that included as well. Resident #2 was ollen accusing stall
and others ol stealing from her, stating thal everyone was lying Lo her, and: thal people were
trying {o poison ber, or that resident would become afraid and would be atiacked by wild

animals. Additionally, Resident #2 was “a. very private person.” 0

, The facilily incident repott showcd on 01/12/19, "Resident #1 was attompling (o enler Residenl

i, #2's apariment; Resident #2 did not want Rosident #1 in her apartment and slammed the duor;
Resident #1's righl handed lingers were in the doot jamb causing an amputation of the tight ring
finger. 911 was sumumoned. ., "
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At the time of the alleped resident to resident altercation, there were no stalT wilnesses, per
Memory Care Dircctor (Staff G), in interyicw on 01/28/19, but they [staff] heard Resident #1
scrcaming. Stafl’ G further stated, "There were no stulf present; but they beard [Resident #1]
screaming at 4:30PM. . . . Staff were trying to get meals ready to serve residents.” Staff G, in
further interview on 01/28/2019, stated, "No staff were monitoring at the time prior to the
oceurrence because Resident #1 has no patteen of when she cheeks the doors of the apariments
[including thosc of other residents currently residing in the units]." “There wete no slall

monitoting; apparently not."

On 01/28/19 Stall G provided unit staff schedule for 01/12/19 that showed three nurse aides and
one med tech were scheduled to work on the evening shift. A Nurse Aide (Staff B), in interview
on 01/28/19, stated that she did not hear or scc anything as she was in the |stafl] break room on
her break and responded when another staft member banged on the break room door and stated
she nceded help. Resident #2's statement (o stafl per inlerview with Steff G on 01/28/19 was,
"She |Resident #1 ] (ried to gel infs my private room and attack me."

On 01/12/2019 in an interview statement, caregiver (Staff D) stated, ". . . Heard resident
[Resident #1] screaming on hallway that L run to hallway noticed blceding on her hand; T
immediately called 911. Resident {#1 [ was "restless and eonlused.”

On 01/12/2019 (he local acule hospital Fmergency Department (ED) which accepted Resident
#1 documented that Resident #1 diagnosed with a "

nd the paticnt appeared to be in

moderate distress.

Obscrvations on 01/28/19 of the Memory Cate layout showed the resident dining area next to the
kitchen area. Towards the further end of this areq, ut the opposite end of kitchen arca, was
Resident #2's private apurtment door (entrance).

‘'he Memory Care Dircctor acknowledged the findings. The Bxecutive Director was nol on
campus at the time of the on-site visil in 2 stalement made by the Memory Care Director on

01728719,

RECENED
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Plan/Aitestalion Statement

1 hereby certify that X have reviewed this reporl and have taken or will take active
measures to correct this deficiency. Ry taking (his action, NORMANDY PARK
ASSTSTED LIVING is or will be in compliance with {his law and / or regulation on
(Mate)__4~/F - Ap/4 . Inaddition, ] will implement a system Lo monitor and
ensure continued compliance with this requirement.

| understand that to maintain an assisted Tving facility license, the facility mmmst be in
compliance with the licensing laws and regulations af all times,

3)7%/)9
T

atc

WAC 388-78A-2700 Safcly measures and disaster prepareduess.
(2) ‘The assisted Tiving (acility must:
(c) Tnvestigate and document investi
neglect or abuse or exploitation, acci
or life. ‘L'he assisted Jiving facilily must:

(i) Delermine the circumstances of the cvent;

pative actions and findings for any afleged ot suspeeted
dent o incident jeopardizing or affecting a residont's health

This requirement was not met as evidenced by:
This requirement was not met as evi denced by:

Rased on interview and rccord review, the facility failed o thoro ughly investigatc to determine
the cireumstances for a resident to resideut altercation (involving a de- gloving injury | partial
amputation of ring [inger requiting su raical intervention] of Resident #1) for 2 of 2 sampled
residents. ‘Lhis failure resulted in an incompletc investigation.

Findings included...
Cross reference to WAC 388 78A 2160 in this report for additional details.

" A ssisted Tiving Faeilily Guidebook" gnidelines for facility investigation
“A thorough investigalion is a syslematic callection and roview of

evidencefinlormation that describes and explains an evenl or series of events. Ut sccks to

determine of abandonment, abusc, negloet, or misappropriation of vesident praperty oceurred, Y
and how to prevent further ocourrences.” The guidebook suggests conducting in terviews wi L}&J
applicable witncsses, including "the assigned carcgiver, carcgivers in the Immediate aves; K

caregivers (rom the shift prior to the incident discovety. .. M

"Regident #1 was allempling {o entor
#1 in her apartment and slamimed

amb causing an amputation of e

The Department's
(02/18), Chapter 2, stated,

In the facility Tneident Repott indicated on 01/12/19,
Resident #2's apartment; Resident #2 did not want Resident
the door; Resident#'s right handed fingers werc in the doot

This document was prepared by Residential Care Services for the Locator website.
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' ght ring tinger. 911 was summoned. ... ."

Resident #1 moved into the facility's sccure memory care unit (Memory Village) on |7
from the Assisted Tiving (AL) unit duc to elopement, per the Resident #1's 1lcalth Yivaluation
dated 07/27/18. Tt stated Resident #1 conlinued to exhibit exit secking hehaviors sincc moving
t0 sceure memory care unit (e.g., resident tuming door knobs, lollowing visitors who arc
Teaving the community, appearing unexpectedly on the patio), Resident #1 also wandered
intrusively. The cvaluation also stated that Resident #1 suffered from cognitive impairment with
behaviora) disturbances, and impaired safoty awarcncss; mild confusion and preferred yuiet
activities and would leave higher encrgy activitics, or activitics with a lot of commotion.

Resident #1's [lealth Livaluation dated 07/27/18 further slated (hat thero had been a recent
change in medications or dosage levels, and that the resident appeared agitated and combative,
with personal care, and that the resident took medications that might increase the resident’s level

of confusion,

Resident #2 moved into the facility's secure memory care unit (Memory Village) on- 18,
when in 05/18/18 she walked into a fire station to sk for help, Local Taw Enforcoment were
calied and transported Residenti#2 to an acute local hospital for involuntary commitment due to
psychosis, per Residont #1's Health Livaluation dated 07/13/18. While hospitalized, diagnoses
with nd Residentif2 refuscd all oral doses of
medications "due to lifelong religious practices.” Residentif2's Mini Mcntal State Lxam (MMSE)
was 13/30. (Ihe Mini-Mental State Fxaw (MMSFE) is a briel; stroctured test of mental status
most commonly used test to assess probiems with memory and other cognitive [imetions.

The Negotialed Service Agreement for Resident #2 datod 01/14/2018 stated Resident #2's
behavioral needs ncluded an allered sloop eyele and halucinations/delusions, impaired decision
making. When agitated, will retreat o her apaviment and state she is busy now and ask you to
Teave.

According to department tecords (Tracking lncident of Vulernable Adults) about the occurvence
on 01/12/19, it stuted "Resident #1 was attempting to cnter Resident #2's apartment; Resident #2
did not want Resident #£1 o her apartment and stammed the door; Residenttl's right handed
fingers were in the door jamb causing an amputation of the Tight ring finger." "Ampntation of
right ring finger from the joint below the tip of the finger to tip avulsed,"

1t was also noted, ", . Residen( #2 is suspicious of anyone who pots close to her apartment so it
appears she slammed the door Lo prevent Resident #| [rom cntering."

Al the time of the allcped resident to resident ocewrence on 01 112119, there were na stafl
wilnesses, per the Memory Care Director, in interview with & dept. representative on (01/28/19,
but they [slaff] heard Resident #1 scroaming, She further stated, "L'here were no staff present;
they heard Resident #1 screaming at 4:30pm. .. Staff wore trying to get meals ready to serve

residents."

RECENVEp

The Memory Care Dircetor also stated that theze were no staff wiliess stulements obtained by
the facility of the acenrrence cxecpt for the one submitted by Staff A, who heurd & loud noise
and immediately responded {rom he area where she was and to the area the noise [From

This document was prepared by Residential Care Services for the Locator website.
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Resident #1 séreaming] came from Resident#2's room.

According to the the facilily's Tncident Report and Investigation dated 01/12/219, for Resident
¥1, inthe section entitled, "Numes of Withesses" documented, " No cate staff seen altercation.
Staff arrived after the resident [Resident #1 was ] screaming immediatcly a door stapped sound

[was| heard."

Staff B stated in inletview with a department representative on 01/28/19 that at 4:30pm on
01/12/18 she had told the ofher carcgivers that she was poing on break and she went info the
breale room. Staff C was knocking on (he hreak room door a fow minutes later and she fold me
she needed help; 1 [came out of break xoom] and saw Resident #1 with blood and missing part. .
T found | Resident #1's] finger by door; took picture; and medics came in and took [Resident's

tip of inger [lodged in door jamb.]

Summanizing, the fucility failed to horoughly investigate to determine the circumstances fora
resident to resident altercation (involving a de-gloving injury [partial amputation of ring finger
roquiting surgical intervention] of Resident #1 n u systemalic collection and review of
evidence/information that described and explained the event. Tt failed to interview applicable
staff, including "the assigned carcgiver, carcgivers in the immediate area; cavegivers from the
shift prior to the incident discovery. . . . ho could have been able to provided a detuiled and
speeific report the cuent state and ofboth rosidents duging the prior few days, the day and shift
of the occnrrence. The investigation did not explain why the two residents were unsupervised at

the time of the incident,

Plan/Attestation Statement

[ hereby certify that T have reviewcd this roport and have taken or will take active
ineasures to correct this deficiency. By taking this action, N ORMANDY PARK
ASSISTLD LIVING is or will be in complizmee with this law and / or regulation on
(Datc)____if_-_- /& 20 /? . In addition, T will implement a system to monitor and
ensure continued compliance with this requirement,

1 understand that to mainluin an assisted tiving facility liccuse, the facility must be in
compliance with the licensing laws. and regulations at all limes.
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This document was prepared by Residential Care Services for the Locator website.
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